This paper was based upon some fifty patients or more, suffering from this injury, who had passed through my hands.
I wish to refer to two parts of this paper which may still be of value, one part concerning diagnosis and the other, treatment.
(1) A Sign in the Diagniosis of Fractutre of the Manidible This diagnostic sign had up to this time (i.e. 1913) escaped attention or had not been appreciated to the extent it deserved and even now does not appear in textbooks except by James and Fickling ("Injuries of the Jaws and Face ", 1940), who mention extravasation of blood into the area to be described as a diagnostic sign of fracture of the mandible. The sign in question is produced by an effusion of blood into the tissues of the floor of the mouth, and gives rise to a very characteristic appearance of its mucous membrane, which becomes raised, forming a bluish, tense and elongated swelling under the side of the tongue. The sublingual fold lying between the tongue and the mandible is the part chiefly involved in this effusion, as the mucous membrane elsewhere (i.e. alveolus and tongue) is too firmly bound down to bulge in this manner ( fig. 1 ). (4) deel) cervical fascia; (S) reflection of mucous membrane from gum Swelling in the region of the fracture as mentioned in most books is too indefinite and does not describe the characteristic appearance, apart from which the swelling, like that associated with a fractured base (anterior fossa) is not in the immediate vicinity of the fracture.
(2) A Clamp for the Treatnmenit of Fracture of the Mandible In 1909, I devised a clamp for fixing the fragments of a broken jaw. The principle consisted of a strong steel spring which could be opened to enclose the fractured ends of the bone and when released embedded itself in the mucous membrane and bone by means of its projecting claws. The clamp was applied as follows:
The patient was placed under an anaesthetic, the fragments of the jaw were reduced, the clamp was opened (with a special instrument) and forced over the jaw in the region of the fracture and then released; thus leaving the clamp embedded on each side of the fracture (fig. 2 ). The sharp projections or claws at the ex'tremities of the limbs of the clamp readily penetrated the mucous membrane and underlying bone. The ease with which the clamp could be inserted and removed, its cleanliness, and the ready access to the site of the fracture that it afforded, were advantages which appealed strongly in its favour; besides which the clamp was adaptable whether teeth were present or not, and could be used over and over again.
The result in the first case wvas excellent, but it is difficult to say how much this was due to its employment, as the result in most cases of fracture of the jaw is satisfactory (whether treated or otherwise) provided there be no great tendency to displacement of the fragments. The clamp vas left on the jaw for six weeks, during which time the patient experienced but little discomfort.
The second case formed a good test as to the efficiency of this device in retaining the fragments in position (fig. 3) , for there was much displacement (the posterior fragment over-riding the anterior), which, even under chloroform anxsthesia, required a large amount of force for its correction.
The clamp has been modified in two respects since last employed it has been made a little more powerful and the horizontal limbs carrying the loop or eyelet raised to facilitate introduction and removal. To-day the clamp might be constructed of stainless steel. A selection of four sizes would be required for differences in height (i.e. whether teeth present or edentulous) and differences in width of jaw. The operator must hold himself responsible for the removal of the clamp, as in the absence of the special clamp forceps, there might be difficulty in its removal.
